IN this communication I wish to bring forward some facts and suggestions which I hope may prove of service to those upon whom devolves the responsibility for the management of scarlatinal epidemics in schools and institutions.
IN this communication I wish to bring forward some facts and suggestions which I hope may prove of service to those upon whom devolves the responsibility for the management of scarlatinal epidemics in schools and institutions.
The careful observation of many outbreaks of scarlatina in the Royal Institution for Deaf and Dumb Children, Edgbaston, of which I have been consulting physician for more than thirty years, has shown me that the task of dealing with such epidemics is complicated by certain difficulties which I propose to divide into two groups, namely:
(1) Difficulties due to the fact that the initial symptoms and signs of an attack of scarlet fever may be very slight, and not characteristic of the complaint, but may nevertheless be followed by desquamation, which is capable of infecting other children with unmistakable scarlet fever.
(2) Difficulties dute to the fact that in very mild cases there may be no initial symptoms at all, and desquamation of an infective type may be the first and only evidence that the subject has had an attack of scarlet fever.
Many minor difficulties are associated with the detection of scarlatinal desquamation in mild and symptomless cases.
(1) DIFFICULTIES DUE TO THE SLIGHTNESS OF THE INITIAL SYMPTOMS OF AN ATTACK OF SCARLET FEVER.
(a) With regard to the Constitutional Symptoms.-In mild scarlet fever a child when undoubtedly suffering from the complaint may, nevertheless, have only one out of the three or four symptoms which usually characterize an attack. For instance, a single attack of vomiting, and nothing else, or a few hours' headache and malaise, or a few hours of slight pyrexia-any one of these may be the only constitutional symptom present in the case of a child who afterwards desquamates and then becomes capable of infecting other children.
The following is an instance of what may happen. In the course of an epidemic in which it was found necessary to separate those children who were suffering from minor ailments that might have been really scarlet fever, four boys were isolated in a room by themselves; in one of them there was a slight rise in temperature, one had an attack of vomiting, two had had sore throats, which were not definitely scarlatinal. After about a fortnight's isolation, one of the four began to show a little desquamation on the soft skin of the hands, and he was immediately transferred to the fever hospital. That it was certainly scarlatinal desquamation was shown by the fact that within twenty-four hours of his removal one of his three companions developed a typical scarlatinal rash and sore throat, and also bad to be sent to the fever hospital. Such a fact as this adds greatly to the difficulty of dealing with a scarlatinal epidemic, for the separation of all those who have minor ailments of this nature, and the keeping of them isolated for two or three weeks, is no easy task in a large institution.
Fortunately, epidemics seem to vary somewhat, for it has not always proved necessary to take the extreme measures here mentioned, although occasionally it is not possible to control an epidemic until all cases of minor ailments are isolated.
(b) With regard to the Rash.-In mild cases of scarlet fever it is by no means very unusual to find that, instead of the usual punctiform rash, a slight blush is all that is observable, and the only feature which suggests that it is of the nature of a. rash is that it spreads from place to place in a manner characteristic of a scarlatinal eruption. For instance, on examining a child complaining of a slight sore throat or headache, the lower part of the thigh may be noticed to be a little redder than the upper part, and on testing by pressure it is proved to be a definite blush. When the child is examined again in a few hours' time it is found that the blush has spread to the upper part of the thigh, the lower part being now paler than the upper part, and at the end of eight to twelve hours the blush may have left the thighs and be observable on the lower part of the abdomen. In the same way a blush noticeable on the arms may in a few hours travel on to the chest or neck.
The occurrence of such a travelling blush is practically certain evidence of scarlet fever, and should be carefully looked for in every case when, during an epidemic, a child suffets from some minor ailment which might possibly be the only representative of the usual initial manifestations of scarlet fever. It is well to remember that these blushes are often very evanescent, lasting as a rule only twelve hours or less.
(2) DIFFICULTIES DUE TO THE FACT THAT SCARLATINA MAY SHOW NO SYMPTOMS AT ALL PRIOR TO DESQUAMATION.
The chief difficulty in dealing with epidemics of scarlet fever is that an attack of fever which is so mild that there are no recognizable prodromal or initial symptoms whatever, may, nevertheless, be followed by desquamation which is sufficiently infective to give rise to a typical, or even a fatal, attack of scarlet fever.
It is not, I believe, as widely recognized as it should be that cases of scarlatina, can be practically symptomless, so far as all manifestations preceding desquamation are concerned. I am, however, convinced (as the result of carefully watching many epidemics of scarlet fever) that such is the case, and I believe that anyone who periodically inspects the hands and feet of a large number of children during scarlatinal epidemics, as I have done, will receive convincing proof of the truth of this.
It was more than a quarter of a century ago that the possibility of scarlatina being practically symptomless in its early stages was first brought to my notice. On that occasion an epidemic of scarlet fever began in the middle of the spring term, and several cases occurred in which the possibility of infection by contact with a known case of scarlet fever could be excluded. I therefore suspected the presence of some child who was desquamating, and on inspecting the hands and feet of all the 160 children in the institute., I found a girl with typical scarlatinal desquamation, who during the six or eight weeks since the holidays had not been out of school for illness at all, and had made no complaint of any ailment. So far as my memory goes, in this instance the epidemic ceased on the isolation of this particular child, and of several others who were showing roughness of the feet and hands which might be of scarlatinal origin. In spite of the mildness of the attack from which this girl suffered, one of the girls who caught it from her had such a severe type of scarlatina that death ensued.
During the last twenty-five years I must have sent at least 30 or 40 children to the Scarlet Fever Hospital on account of desquamation without early symptoms, and I believe that in no instance did any of the children contract scarlet fever from the cases with whom they came in contact in the fever hospital.
On one occasion, many years ago, I had an experience which was of the nature of a " control experiment" in this connexion; for after a general inspection of the children and staff, I had isolated some eight or ten children who were showing roughness of the hands and feet which, in the opinion of myself and my colleague the medical officer of the institution, was characteristic of scarlet fever. We also had isolated about the same number of children for further observation, in whom the roughness did not appear to be typical and whom we were not prepared to certify. As the suggestion was made that a third opinion might be desirable, the superintendent of the Scarlet Fever Hospital was asked to see the children concerned, and he decided to admit both the above groups to the hospital, with the result that while none of the first group whom we considered to be certifiable contracted scarlet fever in the hospital, two or three of the second group did so and suffered from typical attacks. Confirmatory evidence of the point under discussion is also given by the fact that where cases of scarlet fever occurred which could not be accounted for by contact with recognizable cases, a general inspection never failed to reveal some children who were desquamating, and whose isolation, combined with periodic repetition of the inspection, usually sufficed to check the epidemic.
Absence of a Rash in Mild Scarlatina.--When speaking of all recognizable initial symptoms being absent in cases of very mild scarlatina, I am not bringing forward any evidence that there has never been any rash in these cases. It is not necessary for me to lay stress upon its absence, for in a large institution it would be practically impossible to detect a faint and evanescent rash on the body or limbs of a child, if it were unaccompanied by any symptoms which would make it desirable that the child should be carefully watched. I am quite prepared to believe that many of these children who are found to be desquamating may have had a slight rash in the early stage of their attack. I am, however, prepared to assert that in all probability some of them had no rash at all, and for the following reason:-
The careful inspection of children who have the complaint in such a mild form that they only suffer from some apparently minor ailment such as slight malaise, or a non-typical sore throat, will often (as has already been pointed out) reveal a slight blush on the limbs or body, which, though not typical in its appearance, must nevertheless be recognized as a modified form of rash because of the way in which it spreads from the limbs to the body. Now if the severity of the infection in these cases, although enough to cause some constituttional symptoms, is only enough to cause a very faint and barely recognizable skin eruption, we are certainly justified in believing that where the attack is so mild that there are no constitutional symptoms at all, it is in the highest degree probable that there will be no observable skin eruption.
We now have to deal with difficulties in the management of scarlatinal epidemics which are due to the occurrence of those cases where desquamation gives the only recognizable evidence of an attack of scarlet fever. The difficulties that have to be faced are mainly due to the slightness and to the evanescence of the desquamation. They are the following:
(1) Due to the Slightness of the Desquamation and its Limitation to small Areas on the Hands and Feet.-It would seem as if the virulence of the toxic agent which affects the skin was so low in these mild cases that it was only capable of causing exfoliation in situations where the epidermis was very thin or where, as between the toes, there was a natural tendency to desquamation. In these cases we must not therefore expect to see large areas of desquamation, as in ordinary scarlet fever. Moreover, it is not likely to be visible where thin epidermis is exposed to the friction of the clothes, for the desquamating portions would be too readily broken away and rendered invisible.
Desquamation of this type must be looked for only in those situations where thin epidermis passes more or less rapidly into epidermis of a thicker character, for in such places there is apt to be a ragged edge marking the boundary between the area which has desquamated and that which has not. Such situations occur on the hands and the feet. In the case of the hands, however, the friction to which they are exposed is liable to destroy evidences of this slight desquamation. Nevertheless, the hands should be examined, because evidences of desquamation may sometimes be detected along the outer border, where the thin epidermis which clothes this part passes into the thicker epidermis of the palm. Also where similar conditions occur between the fingers desquamation may sometimes be noticeable.
In the case of the feet there is not the same amount of friction, and it is here that desquamation in cases of mild scarlet fever must be looked for. TIie most likely situations are along the outer and the inner borders, from the heel to the metatarso-phalangeal joint, more especially along the edge of the thicker skin of the sole. Another likely situation is on the inner side of the great toe, where thin skin passes into the thicker skin which covers its plantar aspect.
Another situation where scarlatinal desquamation is recognizable is the space between the toes. Here, however, the diagnosis must rest not upon the Presence of desquamation, because it is observable in very many normal feet, but it must rest upon its character, and more especially its rate of spread from day to day.
(2) Due to the Character of theDesquamnation.-An essential feature of the scarlatinal eruption is its punctiform character. This feature is of much assistance in these mild cases, for the epidermis seems first to break over small circular areas -T to i of an inch in diameter, and to give rise to the formation of small rings which look like small indistinct broken blisters. These small circular areas coalesce as the desquamation spreads, leaving an irregular edge which shows traces of the original circular breakings. The presence of even two or three such circles is strong evidence in favour of scarlatinal desquamation. Photographs of these are shown in figs. 1, 2, 3 and 4 (pp. 5, 6), and two cautions respecting them are referred to below.
When looking for evidences of scarlatinal desquamation in the soft and often sodden skin between the toes, it is not easy to be certain as to the nature of the desquamation. The points upon which stress can be laid are: (1) The presence of circular breaks in the skin, and especially their occurrence where the skin is not sodden;
(2) the appearance of fresh circles from day to day, and the spread of the previously observed desquamation upward on to the dorsum of the toe, or downward on to the soft skin of its plantar aspect. In cases in which the desquamation is an ordinary characteristic of the child's feet it will remain practically unchanged from day to day, and will not invade the drier skin towards the dorsum of the toes. Another point of importance is the appearance on successive days of circular breaks in the epidermis between toes which were free from desquamation when first inspected. As the skin between the fourth and fifth and third and fourth toes is normally more liable to desquamation than that between the others, it is here that punctiform desquamation is first likely to appear. Its subsequent appearance between the other toes is very suggestive of scarlet fever, vide (d).
(a) The desquamation in these mild cases involves such a thin layer of epidermis that frequently it can only be clearly recognized for a short time after the hands or feet have been washed and dried.
The action of the soap and water and the towel doubtless helps to intensify such roughness as exists.
(b) The desquamation is sometimes so evanescent that weekly inspections of the children's hands and feet are desirable during an epidemic of scarlet fever. (c) The somewhat prolonged soaking of the feet and hands which is inseparable from the inspection of a large number of children is apt, in certain cases, to cause a, progressive desquamation which closely resembles that due to mild scarlatina. An unaccustomed amount of washing seems to be very liable to cause desquamation of children's feet, and I believe that when children are used to running about barefooted, and have very little to do with soap and water, the introduction to it, when they are admitted to hospital for any cause, frequently produces very copious desquamation.
Section of Epidemiology and Stale Medicine
In an institution in which 150 children have to be inspected within the course of two or three hours, it is almost unavoidable that their hands and feet should remain wet for some time prior to their coming up in turn for inspection. There is no doubt that the weekly recurrence of this unusual amount of washing of the feet does, in the case of some few children, induce desquamation which, in its character and progress, may sometimes so closely resemble that of scarlet fever that there seems to be no certain way of distinguishing it.
10 There is, so far as I know at present, only one way of meeting this difficulty, and that is by isolating such children and treating them as suspicious cases. By doing Section of Epidemiology and State Medtcine so there is some risk that the cases which are spurious may be infected by those which are true scarlatinal desquamation, but this is a lesser evil than leaving all such cases in contact with the healthy children. If this latter course be adopted there will be little chance of controlling an epidemic of scarlet fever until all the susceptible children have caught the complaint.
(d) Certain children are constitutionally liable to a form of desquamation of the feet which, though quite distinct when once recognized, might without due care be mistaken for that of scarlatinal origin.
TYPES OF DESQUAMATION SIMIULATING THAT DUE TO SCARLET FEVER. I have met with three distinct types of desquamation which may simulate that due to scarlet fever.
(1) In the first place it seems as if, in some children, the normal desquamation took place occasionally by means of circular breakings away of the epidermis just as is the case in mild scarlet fever. Such cases are recognizable by the fact that the circular areas of desquamation do not increase in size from day to day, as is the casẽ~F iG. 5.-Non-scarlatinal desquamation in a girl who had scarlet fever' two years ago. Inner side of right heel showing circular breakings characteristic of scarlet fever, but nonprogressive.
with an infective desquamation. During the November epidemic, 1923,' a girl was isolated who showed some circular breakingl on the heel exactly like those shown in fig. 5 . She had had scarlet fever twelve mouths previously, and these circular areas of desquamation remained stationary in size for several days.
(2) There is a type of irregularity of the epidermis almost worthy of being called a skin eruption, which is sometimes -met with on the soles of the feet. This consists of numerous small circular areas of roughniess, and often of pitting. They are easily distinguished from scarlatinal desquamation by their uniformity in size and by their non-progressive character. The roughened edges of the circular breakings are often darkened by dirt, this showing that they have been in existence unchanged in size for-some days-a feature not noticeable in scarlatinal desquamation. In addition, the circular areas are far more numerous, and more evenly distributed, than is the case wit-h scarlatinal desquamation (fig. 6 , p. 8).
(3) Occasionally cbildren are met with who, normally, seem to desquamate with the freedoDG characteristic of ordinary typical scarlet fever. There are usually one or two children whose feet are always desquamating more or less all the time (several years) that they are inmates of the institution.
D-E P. 2* Of all these difficulties the most serious is that desquamation, sometimes indistinguishable from that due to very mild and symptomless scarlet fever, may be induced in some children by the weekly washing and somew'hat prolonged soaking of the feet which is almost unavoidable when the feet of 150 children have to be examined every six or seven days.
Nevertheless, an occasional mistake does not detract from the value of the routine inspection of the children's hands and feet during the prevalence of an epidemic. For I believe that this is one of the most important means at our disposal for checking a scarlet fever epidemic in an institution.
AN ILLUSTRATION SCARLATINAL EPIDEMIC. The difficulties associated with the diagnosis of scarlet fever are very well illustrated by an epidemic which occurred in October and November, 1923, at the Edgbaston institution.
The first case occurred on October 7, and was followed by two " contact " cases; then a girl was found to be desquamating, and it seemed probable that she was the 1 ;~.. .... cause of the epidemic. Several other cases occurred, and in some of them no " contact " was traceable.
It was therefore decided to inspect the hands and feet of all the children and the staff. This was done on November 14, and five boys and six girls were isolated for desquamation which appeared to be truly scarlatinal in nature. The desquamation ran a more or less similar course in all of them, and the girls were twice exposed to scarlatinal infection without being infected.
In addition, three girls and one boy were isolated who developed typical scarlatina during isolation, thus showing that the desquamation was non-scarlatinal.
At a second general inspection on November 20, a boy was isolated for progressive desquamation of his feet, of a type suggestive of scarlatina. He, however, developed scarlet fever three weeks later (after his return to school), thus proving that the desquamation was non-scarlatinal. It was almost certainly due to the soaking of his feet at the first inspection on November 14. No true cases of scarlatinal desquamation were detected at this inspection or at the following ones on November 26 and 30.
Within four days of the first inspection five cases of scarlet fever occurred; during the next week there was only one case. On the day after the third inspection there were two cases, followed by a " contact" case, and the final cases were two which occurred about December 6 and one on the 19th.
The fact that during the first four days following the first inspection there were six cases of scarlet fever, and then no other case for a week, seems to sbow the beneficial result of isolating the desquamating children. In the course of the next fortnight six children developed the complaint, and this was practically the end of the epidemic, which had involved thirty-seven children out of 150.
A Transient Spreading Blush in place of a Rash. This epidemic gave two instances of a spreading blush; one of them was as follows:
Two cases of scarlatina developed amongst the children isolated for observation within three or four days of the first inspection. Both these cases may have been due either to infection, preceding the inspection, by some of the cases of true scarlatinal desquamation, or to contact with one of the desquamating cases which were isolated. One of these well illustrated the occurrence of a spreading blush in place of a rash.
One morning, after being isolated three days, a boy was noticed to have a faint blush over the lower third of the left upper arm. Early in the afternoon this part of the arm showed no blush on testing by pressure with the finger-tip, but there was a distinct blush over the upper part of the forearm. By about six o'clock a slight blush was noticeable on the chest for the first time, and by the next morning all trace of a blush had gone, but the boy had a characteristic tongue and was transferred to the fever hospital. He had no other symptoms or signs of scarlatina, and no trace of any true punctiform rash.
In addition to these children who were isolated on suspicion, cases of spurious desquamation were found.
(1) There was a boy who in previous inspections during the last few years has been recognized as usually having desquamation of his feet.
(2) A girl was found with small circular breakings on the heels which were proved to be non-scarlatinal by the fact that they did not materially increase in size from day to day moreover, she had had scarlatina a year ago.
(3) There were one or two cases in which the children were known to be liable to the kind of punctiform desquamation involving mainly the soles of the feet; this has been previously referred to.
SUMMARY.
(1) The main difficulty in dealing with scarlatinal epidemics depends upon the fact that mild cases of the complaint often occur in which there are no characteristic symptoms or signs preceding the occurrence of an infective desquamation.
(2) Therefore, whenever, in an epidemic, cases occur in which no contact with a previous case can be established, the presence must be suspected of someone suffering from scarlatinal desquamation without having had any recognizable signs of the complaint.
(3) When this occurs inspection of the hands and feet of all inmates is called for.
(4) To be effective the inspection must be repeated every six or seven days.
(5) As the desquamation is very slight in these cases, not on'ly must the inspection be made in a good light, but the hands and feet must be seen immediately after washing and before the skin has completely dried.
(6) Progressive desquamation (which is non-scarlatinal) may be produced in certain children by the somewhat prolonged soaking of the feet which is necessitated by the inspection of a large number of children. This desquamation may be indistinguishable from that due to scarlet fever, and the risk must be run of isolating these children along with the scarlatinal cases.
(7) Other types of non-searlatinal desquamation must be recognized.
(8) When, in an epidemic, careful isolation of evident cases, and careful inspection of the children's hands and feet, do not suffice to stop the epidemic, all cases in which the patients are suffering from minor ailments which might be of searlatinal origin (such as an attack of vomiting, sore throat, malaise, &c.) must be isolated and watched for two weeks or so, in order that it may be seen whether desquamation occurs.
CONCLUSION.
It may be stated by the medical officers of other institutions that they have not been faced by the problems here discussed. In answer to this it must be pointed out that two factors increase the liability to epidemics in this institution.
In the first place many of the deaf mutes are children of low vitality. A considerable number of them are much under weight when first admitted and need special dieting.
In the second place the institution has always drawn its children from all over the country, and the more so since the Birmingham School Authority decided upon day schools rather than institutional training for the City's deaf mutes. This custom not only increases the liability to the importation of infection, but may also introduce children to a type of the complaint to which they are more liable than to that prevalent in their native town.
That there is some truth in this last supposition is shown by the following fact: The Birmingham Institution for the Blind, which is also a residential one and draws its inmates from the Birmingham district, is situated within 200 yards of the Deaf and Dumb Institution which has been referred to. Nevertheless, this Blind Asylum has been very much less troubled with scarlatinal epidemics than is the case with the Deaf and Dumb Institution.
For the excellent photographs I am indebted to the skill of Mr. Benjamin Moor, one of the senior teachers at our institution.
Discus8ion.-Dr. E. W. GOODALL prefaced his remarks by stating that it had to be remembered that any observations he was about to make were based upon an experience of a hospital population which was constantly changing, whereas Dr. Wilson had been dealing with a fairly constant population. Thus Dr. Wilson had been able to observe the same children over a number of years.
That scarlet fever could occur without a rash had been known for a very long time. The absence of a rash was most frequent in the mild cases, but it might occur in the most severe cases, especially those of the anginous form. At the present time scarlet fever was a most difficult disease to diagnose, in many instances because of the absence or transient character of the rash and because there was no symptom which, taken by itself, was absolutely pathognomonic of the disease. The ringed or pin-hole desquamation described by Dr. Wilson might occur after any erythema, but was most common in scarlet fever. He did not agree that the occurrence of peeling of the hands and feet, or indeed anywhere, was necessarily diagnostic of scarlet fever, and he was very chary of sending into a scarlet fever ward any patient simply because that patient was peeling, unless he had clear evidence from some person who could be relied upon that other symptoms of scarlet fever bad recently been observed. He was surprised to hear that Dr. Wilson was of opinion that the late desquamation was infectious. He thought that opinion had been abandoned long ago. It certainly had been given up by the majority of medical officers of health and superintendents of fever hospitals. During the past twenty-three years he (the speaker) had discharged thousands of scarlet fever patients after four or more weeks' detention in hospital who were peeling freely on the feet and legs, and the return case-rate did not appear to have increased through that procedure. Recent bacteriological evidence went to show that scarlet fever was, like diphtheria, in the first instance a local disease of the nose and fauces, and that the constitutional symptoms and the rash were due to the toxin which was absorbed from that region. It was improbable that the micro-organisms got into the skin. Further, clinical evidence went to show that in those cases in which the patient apparently remained infeotious for some weeks after an attack, the infective agent remained active in the nose and throat. He was not impressed by the details of the outbreak of scarlet fever that Dr. Wilson had shown on the screen, nor did he think that the outbreak had been checked by the minute inspections of the children in the school. It appeared to him that the outbreak had run a course which was usual in such circumstances. He believed that the control of epidemics in the future lay in the recognition of susceptible persons by means of the Dick test and the immunizing of them by a protective serum or a toxin-antitoxin mixture.
Sir JOHN BROADBENT said that he agreed with the view of Dr. Goodall that desquamation was not the source of infection in scarlet fever. Desquamation was only of importance in that the desquamating patient might be a carrier. He believed that the infection was latent in the throat, as in diphtheria, and that it was conveyed by throat carriers in the same way. It was impossible to say exactly when a scarlet fever patient ceased to be infectious; probably it was less than six weeks in the majority of cases, but in carriers it might be much longer. He narrated the case of a ehild who was admitted to the London Fever Hospital with a well-marked attack of scarlet fever. She was kept in for six weeks and had no complications. When she left' all traces of desquamation had disappeared; there was no discharge from nose or ears, the throat appeared quite healthy, and the child was very well.
Two weeks after discharge from hospital she went to stay;with two aunts. They both contracted scarlet fever and one died. She then went home, and six weeks from the date of her discharge from hospital her small brother caine home from school for the week end. He also contracted scarlet fever. No doubt this girl was a throat carrier. In the great majority of cases admitted to a fever hospital, there was no history of any source of infection, and probably it was conveyed by throat carriers or mild undiagnosed cases. As a result of the Dicks' work in America, he hoped that in the near future throat carriers in scarlet fever might be detected by a bacteriological examination, as in diphtheria.
Dr. Goodall had said that reliance could not be placed on the appearance of the tongue in scarlet fever, as the appearance of the tongue in measles was often very similar, but he (Sir John) considered that the peeling tongue of scarlet fever was of very great help in differential diagnosis, and there was seldom any difficulty in distinguishing measles from scarlet fever. He had found the Schultz-Charlton blanching test-produced by the serum of immunized horses-of help in many cases in identifying the rash of scarlet fever, though sometimes blanehing did not occur in apparently typical cases. Thanks to the courtesy of Dr. O'Brien, who had sent a supply of toxin and serum to the London Fever Hospital, Dr. Back, his resident medical officer there, had been able to carry out a series of Dick tests. He thought that the future of preventive measures in an outbreak of scarlet fever at an institution would lie in the application of the Dick tests of susceptibility and methods of immunization, but there were still difficulties in regard to standardization of toxins, appropriate dosage, and preparation of serum which had to be surmounted before complete reliance could be placed on theml.
Dr. R. A. O'BRIEN said that in a school such as that described, immunological methods would probably be of real assistance, and observations of value could be made. If such a population were tested by the Dick method and the test repeated periodically, e.g., every six or twelve months, it would soon be possible to say whether a negative response to the test applied under these circumstances did indicate immunity from attack during natural epidemics. It was, of course, practically certain that it would indicate immunity, but we had not yet accumulated in England sufficient observations to tell us exactly what degree of protection was indicated by a negative response. Such a record would also help when an epidemic came, for, in the light of present knowledge, it would be reasonable to release all the negative reactors from observation and concentrate attention on the positive reactors. If the type of disease were severe, the positive reactors in contact with the patients could be passively protected with serum; if it were mild they could be observed from day to day and isolated on the first sign of any disturbance of normal health. If the Dick test response of the children described with slight desquamation were known it might give some help. If a large number of such children changed in reaction from positive to negative within a few weeks, such evidence would go far to prove that these children had had an attack of scarlet fever.
We did not yet know with much accuracy how long the hsemolytic streptococci persisted in the throats of patients convalescent after scarlet fever. It was conceivable that some day we mnight have sufficiently definite knowledge to be able to say that a convalescent scarlet fever patient with hesmolytic streptococei in his throat was or was not a safe person to discharge into the general community.
Dr. S. MONCKTON COPEMAN, while disclaiming expert clinical knowledge in connexion with scarlet fever, agreed as to the difficulties often met with in diagnosis nowadays, owing largely to the marked change in type of the disease that had occurred during the past half century or less. The recent researches of the Dicks, of Dochez, and others, in America, extended by numerous observers in this and other countries, had, however, afforded valuable assistance in this direction. Even though we might not as yet be prepared to accept, without reservation, the view that the specific micro-organism of scarlet fever was a streptococcus of the hbemolytic type, nevertheless the Dick test, consisting in the intradermal injection of a special streptococcus toxin, was undoubtedly capable of affording evidence as to susceptibility or the reverse to attack by scarlet fever. And, consequently, if a patient was known to have given a negative reaction to this test, it might be taken as practically certain that a subsequently occurring erythematous rash was not due to scarlet fever. Evidence on this point could also be obtained in doubtful cases by the inoculation of the streptococcus antitoxin into an erythematous area of the skin, when, if the rash were due to scarlet fever, a whitish patch would develop in the course of an hour or so-the so-called Schultz-Charlton reactioh. In the event of the rash not being due to scarlet fever, no such reaction would be observed. The routine use of this test in cases of doubtful diagnosis would be likely to diminish the possibility of patients, not actually suffering from scarlet fever, subsequently contracting the disease in consequence of having been warded, by mistake, with cases of scarlet fever.
Dr. GRAHAM FORBES remarked on the difficulties attending the recognition of mild scarlet fever cases in the course of medical inspection in the elementary schools, where a prompt decision had to be made and daily observation of the progress of desquamation in a suspected case was not possible. Exclusion from school might be held advisable, even though it was realized that there was little risk of infection spreading as the result of continued attendance. It was not uncommon to find pin-point circular desquamation on children's hands quite independently of scarlet fever, but the areas were more often clearly defined by engrained dirt and thus distinguishable fromi the clean, fresh edging of true scarlatinal peeling. It had long been generally accepted that the stage of desquamation was non-infective, and that, provided the condition of the throat. nose and ears appeared healthy, there was no real danger to be feared from contact with cases which showed no other evidence of scarlet fever than that of peeling.
Dr. G. CLARK TROTTER complimented Dr. Stacey Wilson on the photographs which had been shown. These photographs of desquamation were not easy to take, they had to be very carefully produced in order to show the pin-point character of the eruption, and it required much patience and perseverance to obtain a good photograph, not to speak of the time required.
Regarding desquamation, it was apt to be very deceptive. He had in mind a particular case in which a child had suspicious desquamnation on the hands, and after very thorough investigation it was found that that child had been playing with lime at a place where some buildings were being erected. Desquamation he believed to be non-infective. During an extensive outbreak of scarlet fever in Paisley, caused by mild, undiagnosed cases, the hospital accommodation was so severely taxed that it was resolved to provide the greatest benefit to the greatest number. The length of stay in hospital of cases free from inflammation, or discharge from the mucous membranes, was limited to four weeks. He had made a very careful comparison between the number of probable return cases under this system, and that in previous years, and had found that the results of the short stay were amply justified, there being actually fewer so-called return cases.
Infection took place by discharge from the ear and nose, or the mucous membrane of the mouth. It was unfortunate that in London cases occurring in homes immediately consequent on a case returned home from hospital were not adequately brought to the notice of the superintendent of the hospital from which the first case had been discharged. He made it a practice, when such came to his notice in Islington, to let the superintendents know; this was only fair if an endeavour was to be made to prevent such occurrences.
One of the most difficult cases he had recently to diagnose was the occurrence of scarlet fever in a half-caste.
Dr. STACEY WILSON briefly replied.
